Abstract A 14 year old girl with multiseptate gail bladder and cystic dilatation of the biliary tree is presented. This is the 20th published case report of patients with multiseptate gail bladder and only the second to be associated with a choledochal cyst. The cystic spaces of the gail bladder did not communicate with the neck of the gall bladder or the rest of the biliary tree, and this unusual feature has not been previously described. A multiseptate gall bladder with a normal biliary tree commonly causes symptoms suggestive ofcholecystitis, although gall stones are seldom present. Diagnosis is confirmed by an oral cholecystogram or ultrasound scan that may show the fine intraluminal septae, and these features should be looked for in patients with biliary symptoms without biliary calculi. Cholecystectomy is curative for the isolated gall bladder anomaly but hepaticojejunostomy may be necessary for an associated choledochal cyst.
Multiseptate gall bladders are rare anomalies that were first described in 1963 by Simon and Tandon. 'Eighteen further cases (Tables I and II) have now been reported. In one there was coexistent fusiform dilatation of the extrahepatic bile ducts and a long common pancreaticobiliary channel. 2 We report a second case of a multiseptate gall bladder associated with cystic dilatation of the common bile duct. No communication was found between the loculi of the gall bladder and the lumen of the rest of the biliary tract.
Case report A 14 year old girl from Qatar presented with a one year history of intermittent pyrexia, occurring two to three times a month and often reaching up to 40°C. This was accompanied by rigors, nausea, and some generalised abdominal discomfort, but there was no vomiting, diarrhoea, or jaundice.
At presentation she was well nourished and An ultrasound scan of the abdomen showed cystic dilatation of the common bile duct with some dilatation of the intrahepatic duct, and these findings were confirmed by endoscopic retrograde cholangiopancreatography (Fig  1(A) ). Surgery was recommended for treatment of the choledochal cyst that was thought to be the cause of recurrent cholangitis.
FINDINGS AT OPERATION
The body and fundus of the gall bladder were divided into cystic spaces by multiple septa. The cysts were distended with clear mucus (Fig 2) , which showed a normal amylase concentration of 8 IU/1. The neck of the gall bladder contained bile and did not communicate with the multiseptate body. An operative cholangiogram confirmed the findings of endoscopic retrograde cholangiopancreatography, and also showed that there was no opacification of the cystic portion of the gall bladder (Fig 1(B) ). Bile aspirated from the common bile duct contained high amylase activity (800 IU/1). The pancreas and liver were macroscopically normal. The multiseptate gall bladder was excised and the common bile duct was transected and removed together with the choledochal cyst. A hepaticojejunostomy was performed with a 45 cm Roux en Y loop of jejunum and a tru-cut biopsy of the liver was taken. The patient made an uncomplicated recovery and was discharged from hospital on the 13th day after operation. She has remained anicteric and well for one year after operation.
HISTOPATHOLOGY
The gall bladder showed an irregular lobular external appearance. Slicing showed small cystic spaces measuring up to 0 7 cm in diameter, some of which contained minute amounts of inspissated bile. Figure 2(A) shows the histological findings.
The cystically dilated bile duct measured 6 cm in length and up to 2 cm in diameter. The wall was composed of chronically inflamed collagenous fibrous tissue (Fig 2(B) ). The liver biopsy showed moderate expansion of the portal tracts together with some ductular proliferation and active chronic inflammation. Periductal fibrosis was present indicating ascending infection. A third hypothesis based on the mode of formation of the 'Phrygian cap' suggests that a gall bladder may in its solid stage grow more rapidly than its gall bladder bed, and may thus be subjected to bending and kinking.'8 The next phase of intraepithelial clefting is then incomplete, and intraluminal septa result. " These theories, however, do not explain the bile duct dilatation, found in two cases, which is usually considered to be the result of a defect in embryogenesis of the bile ducts.9 20 Multiseptate disease of the gall bladder does not seem to be associated either with severe inflammation or gall stones, and seems to represent a different entity from the single or double septated gall bladder in which chronic cholecystitis and gall stones often occur. The association with congenital anomalies ofthe bile ducts in two cases may be evidence for an embryological event in the formation of multiseptate gall bladder. 
Discussion

